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Abstract: Health literacy refers to the skills and knowledge that influence a person’s ability to
access, understand and use information to make health-related decisions, which are influenced by
the complexity of their health needs and the demands health services place on them. The aim of
this study was to field-test the Organisational Health Literacy Responsiveness (Org-HLR) tool and
process to determine their utility in assessing health literacy responsiveness and for supporting
organisations to plan health literacy-related improvement activities. Four organisations in Victoria,
Australia, field-tested the Org-HLR tool. Data were collected through direct observation, participant
feedback, and focus groups. Forty-three individuals participated in field-testing activities, and
20 took part in focus group meetings. Themes relating to the applicability and utility of the Org-HLR
self-assessment tool and process were identified. Field-testing resulted in a number of refinements to
the tool and process. Twenty-eight indicators were removed, 29 were rephrased to improve their
clarity, and four new indicators were added. The revised Org-HLR self-assessment tool contains six
dimensions, 22 sub-dimensions and 110 performance indicators. The Org-HLR tool and process were
perceived as useful for assessing health literacy responsiveness, prioritising improvement activities,
and establishing a benchmark for monitoring and evaluation of improvements over time. Testing
generated an improved Org-HLR tool and assessment process that are likely to have utility across a
broad range of health and social service sector organisations.
Keywords: health literacy; health literacy responsiveness; health systems; access; health service
improvement; self-assessment; Org-HLR self-assessment tool
1. Introduction
Health literacy has been defined as “the cognitive and social skills which determine the motivation
and ability of individuals to gain access to, understand and use information in ways which promote and
maintain good health” [1]. People with low functional health literacy may have less knowledge about
their health conditions and treatments, poorer overall health status, and higher rates of hospitalisation
than the general population [2–5]. Low functional health literacy may also impact an individual’s
ability to participate in decision-making, follow care recommendations, implement health-promoting
behaviours, and engage with preventative health services [6–8].
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The health literacy skills and abilities that are required by individuals to effectively interact with
health services are likely to depend on the complexity of those services and the demands they place on
people [9,10]. Health systems are complex, and health organisations may be structured and operate in
ways that make it difficult for people to access and engage with information and care. The interaction
between an individual’s health literacy capabilities and the complexity of health systems is now
widely acknowledged, and public health professionals, researchers and policy makers are increasingly
advocating that organisations increase their responsiveness through system, process and practice
improvements [10–13].
Health literacy responsiveness has been defined as “the provision of services, programs and
information in ways that promote equitable access and engagement, that meet the diverse health
literacy needs and preferences of individuals, families and communities, and that support people
to participate in decisions regarding their health and social wellbeing” [14]. Trezona et.al described
the characteristics of a health literacy responsive organisation as including a culture that promotes
equity and inclusiveness, effective leadership and management, robust data collection, monitoring and
communications systems and processes, effective communication practices, a commitment to building
workforce capability, and a commitment to engaging meaningfully with the communities they serve,
as well as other health and social service sector organisations [14].
Improving health literacy responsiveness is concerned with improving the functions and
performance of health and social care organisations to ensure they deliver effective, high quality,
person-centred services and programs. Organisational self-assessments can be useful for improving
performance and effectiveness by supporting benchmarking and monitoring, guiding continuous
quality improvement activities, and promoting organisational learning [15]. They are increasingly
being utilised to guide organisational ‘diagnosis’ and needs identification processes, as well as to
facilitate goal setting and quality improvement planning [16–18].
The Organisational Health Literacy Responsiveness (Org-HLR) tool and assessment process were
developed to support organisations to assess their health literacy responsiveness and to prioritise and
plan quality improvement activities [19]. The Org-HLR tool is divided into three parts: (i) reflection,
(ii) self-rating, and (iii) priority-setting. The associated assessment process involves a series of cross-team
or multidisciplinary workshops. An initial reflection workshop encourages group discussion about
health literacy concepts, the specific health literacy needs of clients and communities, and the role of
organisations in responding to these needs. A second self-rating workshop enables organisations to
rate their health literacy responsiveness against a set of assessment criteria and performance indicators.
The final priority-setting workshop supports organisations to prioritise their improvement activities
based on the weaknesses they identify in the self-rating workshop.
We developed the Org-HLR tool and assessment process to address the limited availability of health
literacy responsiveness self-assessment tools, as well as limitations with the content and administration
format of existing tools. The aim of this study was to field-test the Org-HLR self-assessment tool and
process to determine their utility in supporting organisations to assess health literacy responsiveness
and plan health literacy-related improvement activities. Specifically, the study sought to: (1) determine
the applicability and comprehensibility of the tool content (assessment dimensions, sub-dimensions
and performance indicators); (2) identify the key strengths, limitations and benefits of the tool and
process; and (3) identify the improvements required to enhance the utility and effectiveness of the tool
and process for future users.
2. Materials and Methods
This study involved implementing the Org-HLR tool across four disparate health and social
service sector organisations in Victoria, Australia, during which data were collected using direct
observation, participant feedback, and focus group meetings. These data were used to determine the
utility of the Org-HLR tool and assessment process and to identify areas for improvement.
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2.1. Study Sites and Participants
Expressions of interest to participate were sought from health and social service sector organisations
based in the north and west metropolitan regions of Melbourne, Australia. An email invitation was
sent to the member organisations (N = 40) of a metropolitan Primary Care Partnership. Primary Care
Partnerships are voluntary alliances of health and human service organisations that work together
to improve access to, and coordination of services [20]. The invitation contained information on
the aims, objectives and activities of the study, as well as an application form to participate. To be
eligible, organisations had to meet three criteria: (i) relevance—demonstrated alignment of the study
with existing health literacy priorities; (ii) capacity—staff availability to undertake the assessment
process within the defined timeframes and a dedicated staff member to coordinate study activities
in consultation with the research team; and (iii) authorisation—participation in the study authorised
by a senior manager. Four organisations submitted an expression of interest and were selected
to participate in the study (See Table 1). A total of 43 individuals, including managers, clinical
staff, community development workers, health promotion practitioners, and administrative staff,
participated in field-testing activities.
Table 1. Description of study sites.










































Alcohol and drug services
Youth services
Child and family services
















Respite Programs (Aged, Disability, Mental
Health, Older Families and Young Carers)
Policy and Research
Support Groups
Workplace Training and Solutions
* Includes volunteers.
2.2. Procedure and Materials
Initial project meetings were held with participating sites in June 2016 to plan the field-testing
activities. The sites were introduced to the Org-HLR self-assessment tool and process, and the steps
and time commitment involved in undertaking the assessment were explained. The site teams were
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provided with an opportunity to ask questions about the Org-HLR self-assessment tool and process,
and each site negotiated an approach for implementing the assessment process at their site.
The self-assessment workshops were conducted between July and October 2016. Workshops—in
which discussions, decisions and ratings were recorded by using the Org-HLR self-assessment tool
templates—were prepared and facilitated by the research team. The research team also developed
assessment reports for each site to inform their future planning and evaluation activities.
2.3. Data Collection
Data were collected through direct observation and field notes, participant feedback (verbal and
email), and focus group meetings. These data were organised according to the following categories:
(i) assessment process; (ii) tool content; (iii) rating system; (iv) terminology and language; and (v)
general comments. Specific feedback that was provided by participants during and between workshops
was recorded in a separate log, which was also categorised as above. A log of the content issues that
were identified by the research team was also maintained.
Four focus group meetings (one per site) were conducted at the end of the field-testing
period. The meetings involved a structured discussion on participants’ perceptions of the Org-HLR
self-assessment tool and process:
1. How applicable and comprehensible was the content of the Org-HLR tool?
2. What were the benefits of undertaking the assessment?
3. What were the key strengths of the Org-HLR tool and assessment process?
4. What were the key limitations of the Org-HLR tool and assessment process?
5. How can the Org-HLR tool and assessment process be improved?
All focus group meetings were conducted over 45–60 min. They were audio recorded and
transcribed verbatim. The transcripts were provided to participants to confirm the accuracy of the
data. The data were then consolidated so that only the substantive information from the discussions
was retained.
2.4. Data Analysis
A general inductive approach to data analysis was applied [21]. The analysis was guided by the
research aims, and themes were derived through an inductive coding process. The data were then
cleaned, condensed, collated, and categorised into the high order themes (codes) that were identified
in the raw data by the lead researcher. A second round of analysis was undertaken to identify a second
order of themes for the coding framework. Two other researchers then independently tested the coding
framework and the accuracy of the coding process by examining portions of the raw data against
the codes. After confirmation, the final coding framework (comprised of 12 high order categories
and 58 codes) was applied to the whole data set again in a third and final round of analysis, through
which the most prominent and relevant themes relating to the applicability and utility of the Org-HLR
self-assessment tool and process were identified.
2.5. Ethics Approval
This study was approved by the Deakin University Human Research Ethics Committee (Study ID:
2012-295). Written informed consent was obtained from a manager at each organisation to participate
in the field-testing activities, as well as from individuals who participated in the focus group meetings.
3. Results
3.1. Initial Orientation to the Org-HLR Assessment Process and Selected Approach across Participating Sites
While the Org-HLR self-assessment process was expected to be implemented in three parts—(i)
reflection activity, (ii) self-rating activity, (iii) priority-setting activity—in order to meet the specific
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needs of some organisations, minor modifications were necessary. For example, some sites already had
a health literacy action plan in place, so they did not perceive a need to undertake the priority-setting
activity. The approach to the assessment for each site is described in Table 2. Providing this flexibility
allowed us to test the adaptability of the Org-HLR self-assessment tool and process during the
field-testing period. Importantly, all sites completed the self-rating activity and were therefore exposed
to all Org-HLR tool assessment dimensions and performance indicators. All four sites opted not to use
the “external policy and funding environment dimension,” as they deemed this to be outside their sphere
of influence.
Table 2. Details of the Organisational Health Literacy Responsiveness (Org-HLR) assessment process
implemented at each site.




To establish a baseline of
current organisational practice
and performance. A follow-up
assessment to be completed in
two years to determine
progress.
Health literacy action plan already
in place—opted not to undertake
the reflection and priority setting
activities.
Two self-rating workshops (2 h
each) were delivered.
The first covered assessment
dimensions 4, 5 and 6. The second
covered assessment dimensions 2,
3 and 7.
A group of practitioners
(N = 9) from various teams
participated in the first
workshop.
A group of managers/senior
managers (N = 3) participated
in the second workshop.
Site #2
Large public hospital
To establish a baseline of
current organisational practice
and performance, as well as to
identify and prioritise actions
for implementation.
Due to time constraints, the
organisation opted not to
undertake the reflection and
priority setting activities.
Two self-rating workshops (1–2 h
each) were delivered.
Practitioners and managers
(N = 11) from various
disciplines from the medical





To identify gaps in health
literacy work undertaken to
date, identify and prioritise
new actions for the future, and
engage staff from across a
wider range of teams in the
planning and implementation
of health literacy activities.
Implemented the Org-HLR
process in full.
A combined reflection and
self-rating workshop (4 h) and a
priority setting workshop (2 h)
were delivered.
Practitioners and managers
(N = 13) from various teams
across the organisation
participated in the whole
process.
Site #4
State wide not for profit
(social service)
To increase staff awareness of
health literacy and to increase




Two self-rating workshops (3 h
each) and a priority-setting
workshop (2 h) were delivered.
The first self-rating workshop
incorporated reflection activity.
Practitioners and staff (N = 7)
from various teams across the
organisation participated in
the whole process.
3.2. Applicability of the Org-HLR Tool Content
Overall, participants perceived the assessment dimensions, sub-dimensions and performance
indicators of the Org-HLR tool as comprehensive, meaningful and appropriate. Participants reported
that there were no specific gaps in the assessment dimensions, sub-dimensions or performance
indicators. They reported that all content areas were relevant to the concept of health literacy
responsiveness. However, they suggested that it would be more useful to incorporate the “external
policy and funding environment” domain into the reflection component of the self-assessment process.
Some performance indicators were either not well understood by participants or required
clarification, and some items appeared to be repetitive. While some items had been deemed to contain
important distinctions during the development of the Org-HLR tool, these distinctions were not obvious
to participants during the assessment workshops. Examples of items that were not well understood or
required clarification included ‘Staff are encouraged and supported to accurately document/record the number
and type of services provided’ and ‘Health literacy is viewed as an individual and community asset and right.’
The assessment dimension “undertaking data collection and community needs identification” was an area
perceived to have repetitive items, in that it contained three items related to assessing access barriers.
These issues were addressed in the refinement process, which is described later.
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3.3. Strengths of the Org-HLR Tool and Assessment Process
Field-testing revealed a number of strengths of the Org-HLR tool and assessment process (Table 3).
Strengths included that they were informed by empirical research, developed in the Australian
context, comprehensive, appropriate in breadth and scope, and structured into logical and appropriate
assessment dimensions and sub-dimensions. With regard to the assessment process, participants
reported two key strengths: (i) the facilitated workshop format and (ii) the ability to collect quantitative
and qualitative information. These strengths resulted in the reported benefits of undertaking the
assessment process, described below.
Table 3. Perceived strengths of the Org-HLR tool and process.
Strength Description Example Quote
Evidence-based
The Org-HLR tool was informed by
empirical research and developed in the
Australian context.
“Staff value and appreciate the evidence base that
the work has come from.”
Appropriate scope and
breadth
The scope and breadth of the Org-HLR tool
is comprehensive and appropriate for
assessing whole of organisation health
literacy responsiveness.
“It needs to be broad . . . If you’re looking at a
whole of organisation approach to something,
you do have to have a broad assessment.”
Logically structured
The Org-HLR tool is logically and
appropriately structured into relevant
assessment dimensions and
sub-dimensions.
“The way it has been broken down into the
different domains of leadership and culture, and
workforce . . . I found that really helpful . . . it is
good to break it down into those subsections,




The workshops format encourages
participation from a broad range of people,
which enables cross-team conversations,
collaboration, team building and
knowledge exchange.
“It was good to have people from different parts
of the organisation . . . Having that diversity (of
staff representation) is really useful . . . ”
“There was something different about this process.
What I liked about this process that was different
was the conversational component . . . There was




The use of a quantitative rating system
supports the identification of strengths and
limitations, as well as the benchmarking
and monitoring of improvements over time.
The qualitative component supports the
documentation of examples that may
inform planning.
“I think the item level (rating) is important
because it can drive some of that conversation
around what our weaknesses and strengths are.”
“The other thing I really like about the rating is
that idea of being able to go back and do it again
and see change.”
“Examples are good. Getting people to think
about, reflect on examples and jot them down,
and sharing that is useful.”
3.4. Benefits of Undertaking the Org-HLR Assessment Process
Participants in the field-testing activities reported that the Org-HLR assessment process provided
a number of benefits at both the individual staff member and organisational levels (Table 4). These
included informing strategic and operational planning processes and establishing a baseline of
organisational performance, both of which enabled monitoring and evaluation. The process also
provided an opportunity for knowledge exchange between individuals within an organisation, as well
as professional development.
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Table 4. Perceived benefits of undertaking the Org-HLR assessment process.
Benefit Description Example Quote
Supports organisational
planning processes
The process informed or will inform
organisational planning processes,
including strategic plans, operational plans,
and specific health literacy action plans.
“(To support our) new strategic planning process,
working out where the health literacy work and
plan sits, who is responsible I think this process is
making that clearer for us.”
Supports evaluation and
monitoring
The process was useful for establishing a
baseline of organisational performance in
health literacy responsiveness, and this will
be used to monitor and evaluate
improvements over time.
“The primary purpose was to provide a kind of
baseline assessment, and a method for ongoing
assessment . . . and to understand whether we




The process provided an opportunity for
and encouraged cross-team discussions and
collaboration on health literacy
responsiveness.
“Having some forums where there is cross-team
discussions is the only way we break down silos,
and I think that’s one of the great benefits of
this exercise.”
“Giving them the opportunity to be a part of (this
process) is quite meaningful in itself. Hopefully it
gives people a sense that this is something that
they’re contributing to, that they are a part of.”
Promotes knowledge
exchange
The process enabled participants to share
their perspectives on organisational
performance, including examples of good
practices and current challenges across their
disciplines/work areas.
“It’s good to have other people’s perspectives
because senior managers have a broader view of
what’s happening, but they might not actually





The process increased staff awareness and
understanding of health literacy and health
literacy responsiveness, including strategies
they could implement to
address/improve them.
“People appreciated being able to come together
and talk about health literacy and get a better
understanding of what it means.”
Promotes reflection and
learning opportunity
The process encouraged participants to
reflect on their own practice and the
practices of their organisation. They also
reported that the process provided them
with an opportunity to learn about health
literacy responsiveness and to learn more
about their organisation.
“I think that absolutely will make it easier for
staff to realise it’s not just about words, it’s about
how I behave, the spaces we have, the systems
and processes (in place).”
“It does raise your curiosity though, reading the
different dimensions. For me I thought if I don’t
know about it should I be finding out about it.”
3.5. Limitations of the Org-HLR Tool and Assessment Process
Field-testing also highlighted a number of limitations (Table 5) that informed the refinements
made to the tool and process as part of this study. The first limitation was related to the term health
literacy itself. Some participants reported that their organisation avoided using the term, as it was
not understood by staff and was considered jargon. Participants reported that the tool was too long
and repetitive in some assessment dimensions. Similarly, some participants reported that the length
of time required to complete the assessment process may not be feasible for some organisations and
would exclude some staff from participating, particularly clinical staff.
The most commonly reported limitation of the tool was the rating system and criteria applied in
both the self-rating and priority setting activities. Participants reported these to be overly complicated
and confusing, and, in some cases, the descriptors did not apply well to the performance indicators.
Other limitations reported included the potential duplication of other self-assessment processes (such
as cultural competence and diversity) and an inability to judge performance in areas that did not relate
to the participants’ roles within the organisation (for example, clinical staff perceived they could not
make judgements about how their organisation makes financial decisions).
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Table 5. Perceived limitations of the Org-HLR tool and process.
Limitation Description Example Quote
Terminology
The term health literacy is not used by some
organisations, as it is not well understood by
all staff and/or they perceive it to be jargon
and abstract.
“One of the limitations of the words health literacy is
that it very much points to literacy, to words and
language, and I think that is its biggest handicap as a
notion, as a concept.”
“We don’t use the terminology health literacy, so
everyone’s got a slightly different take on it or they
take it very literally as literacy—reading and writing
skills, rather than thinking broader than that.”
Length of the tool The Org-HLR tool was too long and repetitivein some assessment dimensions
“I did find it a bit drawn out.”
“I’d like to see it simplified . . . from a usability point of




The global rating system was perceived as
confusing, complicated, and as not allowing
for an accurate assessment of each
performance indicator.
The rating criteria were also perceived as
overly complicated and as not applying well
against some assessment areas.
“I think it is easier for each statement to have a rating
rather than just the overall (sub-dimension) rating.”
“Make that a bit clearer around how to rate.”
Criteria of priority
setting tool
The rating criteria for the priority-setting tool
were perceived as complicated.
“We did also talk about the priority setting tool rating






Participants reported that this Org-HLR tool
and process overlapped with other
self-assessment tools and quality
improvement processes (e.g., cultural
competence and accreditation). This is may
lead to the duplication of effort and
action plans.
“Another issue is the overlap with existing
accreditation (processes) and existing evaluation tools,
and the fact that we’ve already been through this
process and evaluated a whole stack of things.”
“The risk there is, if we have action plans coming out of
a number of different self-assessments that are looking
at the same thing, we end up having different people
approaching the same problem in different ways.”
Time required
Some participants perceived the time required
to complete the assessment to be prohibitive.
As a result, some staff would not be able to
participate (i.e., clinical staff) and it would be
difficult to ensure consistent representation
throughout the assessment process.
“At the beginning (of planning the assessment)




Some participants perceived that parts of the
tool were not relevant to their role or work
area; therefore, they could not make an
informed judgement about organisational
performance in that area.
“It assumes, and this is why it’s important to have
representation from across the organisation, that we
know as individuals what’s going on (in other parts of
the organisation) and we just don’t.”
“I think for it to work here, chunking (breaking sections
down) by who was responsible and their work group,
rather than health literacy titles might make it easier to
get it done.”
3.6. Refinements to the Org-HLR Tool and Assessment Process
The field-testing informed a number of refinements to the Org-HLR tool and assessment process.
The first of these was related to the self-rating component of the Org-HLR tool. Of the 135 original
performance indicators, 29 were rephrased to improve their clarity, 25 were removed, and four new
indicators were added. Performance indicators were removed if they duplicated or overlapped with
others, were too vague to have sufficient meaning for users, or were deemed irrelevant. The first
assessment dimension, “external policy and funding environment,” was removed from the self-rating
tool and incorporated into the reflection tool. The sub-dimensions “providing supportive working
environments” and “providing practice tools and resources” were merged into one sub-dimension, as
both relate to providing support for staff. All assessment dimension and sub-dimension headings
were reframed as action-orientated statements, as participants perceived one-word headings to be
vague. For example, the assessment dimension “workforce” was rephrased to “recruiting, supporting
and developing the workforce.” A detailed description of each assessment dimension was also added to
better orientate users to the meaning and intended focus of the assessment dimensions. The revised
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Org-HLR self-assessment tool contained six dimensions, 22 sub-dimensions and 110 performance
indicators, as shown in Table 6.











1.1. Allocates financial resources 3 3
1.2. Demonstrates leadership and commitment 4 5
1.3. Makes health literacy an organisational priority 4 3
1.4. Promotes equity and diversity 4 4




2.1. Undertakes data collection and community needs identification 9 7
2.2. Undertakes performance monitoring and evaluation 5 5
2.3. Undertakes service planning and quality improvement 7 5
2.4. Ensures effective communication systems and processes are
in place 8 8




3.1. Provides and appropriate service environment 3 3
3.2. Supports initial entry and ongoing access to services
and programs 8 8




4.1. Undertakes community consultation and enables
consumer participation 8 6




5.1. Applies communication principles and standards 10 8
5.2. Provides health information effectively 6 5
5.3. Uses media and technology effectively 5 4





6.1. Recruits an appropriate workforce 4 3
6.2. Provides supportive working environments, practice tools
and resources 3 + 8 * 5
6.3. Provides ongoing professional development 11 8
* Originally two separate sub-dimensions.
To address the reported difficulty with the rating system, the global rating system was removed
and the template was modified to allow for a rating against each performance indicator. The five-point
scale was retained, but a ‘not applicable’ option was incorporated, and the descriptors for the rating
levels were simplified. Table 7 shows the original and revised rating scales and descriptions.
Based on participant feedback regarding the complexity of the priority-setting tool, the rating
system and criteria were revised by incorporating three components that were designed to support
organisations to prioritise and plan their improvement activities: (i) the level of importance (reflects
the level of impact this has on the organisation’s performance); (ii) the level of urgency; and (iii) the
resources required (an assessment of whether additional human or financial resources are required).
The rating criteria are shown in the priority-setting tool template that is provided in Supplementary
File 1.
Finally, more detailed instructions were incorporated in the user guide to increase the capacity
of organisations to undertake the self-assessment process. This included more specific guidance
on establishing the assessment team, what to expect when undertaking the assessment process, the
role of the facilitator, and how to prepare for workshops and complete the self-assessment reports.
The templates provided with the Org-HLR tool were also refined to better support data collection and
the reporting of self-assessment results.
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Table 7. Rating scale and descriptions of the original and revised Org-HLR tool.
Original Rating Original Rating Description Revised Rating Revised RatingDescription
1
There is no evidence that this occurs, and
there is no support/commitment internally
for undertaking work in this area.
0 Not at all
2
There is no evidence that this occurs, but
the organisation has made a commitment to
it and planning has commenced.
1 Minimally
3
There is evidence that this occurs
sporadically across some parts of the





There is evidence that this occurs
consistently across most parts of the
organisation, but improvements are




This is routine practice that is consistently
undertaken across all areas of the
organisation and has been embedded into




In this study, we field-tested and refined the Org-HLR self-assessment tool and process across four
organisations, which provided substantial evidence that they were comprehensive, useful, generated
valuable data, and have the potential to initiate change in organisations such that they become more
responsive to the health literacy needs of community members. Specifically, from the perspective of
participating sites, the Org-HLR tool and process were useful for identifying organisational strengths
and weaknesses in health literacy responsiveness, as well as for prioritising improvement activities.
In addition, it was useful for informing organisational level strategic and operational planning processes,
as well as program level and team-based planning. It was also useful for benchmarking organisational
performance relating to health literacy responsiveness, and will therefore enable the monitoring and
evaluation of performance and improvements over time.
While the tool and process were developed to support organisational diagnosis and need
assessment, they are likely to provide additional benefits related to organisational learning and
professional development. Participants consistently reported that participating in the assessment
process facilitated cross-team knowledge exchange and collaboration, and it increased their knowledge
and understanding of health literacy and health literacy responsiveness.
Specific recommendations for improvements by participants were incorporated into an improved
version of the Org-HLR tool and process. Three key improvements to enhance the utility of the tool
were reported to be (i) the removal of the “external policy and funding environment” assessment
dimension from the self-rating component of the tool (and instead incorporating it into the reflection
activity), (ii) simplifying the rating systems and criteria, and iii) developing more detailed instructions
within the Org-HLR user guide.
While participants did not perceive the “external policy and funding environment” assessment
dimension to be relevant for self-assessment, they acknowledged it to be a key enabler of organisational
health literacy responsiveness, confirming the views of participants who were involved in the
development of the Org-HLR [14]. Incorporating a discussion on this into the reflection activity
maintains an emphasis on the need for organisations to be supported by and be aware of the policy and
funding environment. However, this places the discussion within the broader context of organisational
readiness, as well as potential drivers of organisational practice and performance.
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A key strength of our approach to field-testing the Org-HLR was the immersion of the research
team in the assessment. This immersion enabled the direct observation of the strengths and limitations
of the Org-HLR tool and process, the collection of feedback in real time, and continuous quality
improvements to the tool and process throughout the field-testing period. This was particularly
useful for determining the applicability and comprehensibility of the tool content, as the specific
terms and concepts that were difficult for participants to understand or that were not relevant became
readily apparent.
However, having the research team, namely the tool developer, facilitate the assessment process
for all participating sites was also a limitation of this study, as it removed the opportunity to test
the usability of the Org-HLR tool and assessment process with novice users. In order to be effective,
self-assessment tools must be usable without the involvement of external facilitators or experts [22].
We expect that the revised version of the Org-HLR tool and process will be feasible to administer by
novice users, as many of the issues described by participants have been addressed, and a detailed
user-guide has been developed. A second limitation is that our study design did not incorporate a
cost–benefit analysis, so we were unable to quantify the average cost to organisations of completing
the Org-HLR assessment. Other limitations of this study include the small number of sites that were
involved in field-testing activities and the limited number of organisation/sector types that were
represented. For these reasons, further evaluations of the utility of the Org-HLR tool and process across
a broader range of settings and without external support would be beneficial. Future evaluations
should also seek to assess the cost–benefit of the Org-HLR assessment process.
Considerations for Future Users
A number of factors are likely to enhance the successful implementation of the assessment
process by future users. Firstly, an adequate level of organisational readiness to undertake the
self-assessment process is essential, as is commitment to implementing system, process and practice
improvements. This is critical to ensuring that once the intense period of initial engagement is over,
there is ongoing momentum and commitment to implementing agreed actions. An important issue
that emerged through this study was the variability in acceptance and use of the term health literacy,
as well as the varying ways in which health literacy is defined and understood. By undertaking
organisational awareness-raising activities about health literacy definitions and concepts prior to
completing the self-assessment process, staff will be better equipped to efficiently judge the extent to
which organisations demonstrate health literacy responsiveness across the broad range of assessment
dimensions and performance areas described in the Org-HLR tool. This should include a discussion
about the range of health literacy-related concepts such as consumer participation, person-centred care,
cultural competence, access, equity and diversity [23–27], all of which are described in the Org-HLR
user guide (available from the authors).
Organisations will need to ensure that they allocate adequate time and resources to the assessment
process in order to produce meaningful results that can guide improvement activities. The assessment
process will be enhanced by ensuring that a broad range of staff, including managers, practitioners,
administration, and quality assurance and facilities staff, are involved in the assessment workshops,
as the collective knowledge of the assessment group allows all assessment dimensions to be confidently
judged. Finally, as with any organisational improvement initiative, careful consideration should be
afforded to selecting an appropriate facilitator, as this person plays a critical role in preparing and
managing the assessment process, including the development of assessment reports. The facilitator
should be selected on the basis that they have the skills to undertake these activities, as well as the
ability to provide a safe and inclusive environment in which all staff have the opportunity to contribute
to the discussions. A knowledge of health literacy, health literacy responsiveness, and related concepts
may also be an advantage.
Finally, the Org-HLR tool and process may be utilised to complement or enhance organisational
accreditation processes and other related self-assessment processes such as cultural competence,
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gender equity and diversity assessments. This can be achieved by identifying and focusing on
the assessment dimensions, sub-dimensions and performance indicators that build on, rather than
duplicate, existing processes.
5. Conclusions
The Org-HLR self-assessment tool and process were developed through robust, participatory
processes to guide the development of health literacy responsiveness in the Australian context. While
field-testing generated several improvements, the tool and process were found to have utility in
assessing health literacy responsiveness and planning improvement activities. The revised version of
the Org-HLR tool is now available for use by organisations wanting to improve their health literacy
responsiveness. We expect that it will have utility across a broad range of health and social service
sector organisations, including community health, hospitals, women’s health, primary care, local
governments, and other peak bodies and not-for-profit organisations; however, further testing and
tailoring of the tool and process in other settings are warranted.
Supplementary Materials: The following are available online at http://www.mdpi.com/1660-4601/17/3/1000/s1,
File S1: Org-HLR Rating Criteria.
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